Correspondence
A 62-year-old man, liver-transplanted three years earlier for HBV-related cirrhosis complicated by hepatocellular carcinoma (HCC) within the Milan criteria, presented to our outpatient clinic with a three-week history of progressively worsening fatigue. Bloodwork revealed severe microcytic anemia (Hb 7 g/dL) and a positive fecal occult blood test. Other laboratory tests were unremarkable. At duodenoscopy a 25-millimeter pedunculated polyp with a congested and ulcerated mucosa was found in the first duodenal portion (Fig. 1) , which did not have the typical macroscopic appearance of an adenoma or adenocarcinoma. A contrast-enhanced computed tomography confirmed the presence of a duodenal lesion showing a slight contrastenhancement in the arterial phase, and no other relevant findings.
After stalk infiltration with adrenalin 1/1000 in saline, endoscopic polypectomy with a diathermic loop was performed and the duodenal polyp was entirely removed (Fig. 2) and harvested for histological examination.
Histological examination supported the diagnosis of a moderately differentiated (G2) HCC. Hepatocyte specific antigen (HAS), cytokeratin pan antibody (PanCK) and vimentin (VIM) staining resulted positive. Pseudoacinar architecture Fig. 1 Duodenoscopy showing a 25-mm pedunculated polyp with a congested and ulcerated mucosa in the first duodenal portion, which did not have the typical macroscopic appearance of an adenoma or adenocarcinoma Fig. 2 After stalk infiltration with adrenalin 1/1000 in saline, endoscopic polypectomy with a diathermic loop was performed and the duodenal polyp was entirely removed with no prominent cytological atypia and typical vascular invasion are shown in Fig. 3 (hematoxylin and eosin, magnification ×20 and ×40, respectively). The polyp stalk was free of tumor infiltration. A strict endoscopic and radiological surveillance program was undertaken, based on upper endoscopy and contrast-enhanced CT scan performed at month 3 and 6 after polypectomy. No evidence of recurrent HCC was reported after one year, including also a positive emission computed tomography. Fatigue and anemia progressively improved after endoscopic polyp resection, with return to normal hemoglobin levels within six months.
HCC extension to small bowel is considered anecdotal and generally restricted to patients with diffuse neoplastic involvement of the liver [1, 2] . To our knowledge, only one case has been described of a single duodenal isolated recurrence of HCC [2] . However, this patient was not a liver transplant recipient and had fibrolamellar HCC. HCC recurrence nowadays is reported at a rate lower than 20% after liver transplantation, according to a retrospective radiologic study involving 119 patients [3] . Notably, in the latter study extra-hepatic recurrence of HCC without liver involvement was not a rare event, being observed in 4 of 16 recurrent cases.
To our knowledge, this is the first report of a duodenal recurrence of a solitary HCC after liver transplantation. Although this unusual site of extrahepatic tumor recurrence is probably rare, this possibility, together with other more frequent classical sites, such as lymph nodes, lung and adrenal glands, should be taken into consideration in the long-term surveillance of patients liver-transplanted for HCC.
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to the editor: Verrucous carcinoma is a rare, slow growing, well-differentiated variant of squamous cell carcinoma, which tends to invade locally. It is usually seen in oropharynx, larynx, and genitalia [1] . It is rarely seen in the esophagus with the first case being reported in 1967 and <30 cases have been reported so far [2, 3] . We are presenting a case of this rare disease associated with the presence of broncho-esophageal fistula.
A 68-year-old man presented with 2-month history of progressive weight loss and dysphagia to solids. He had multiple presentations with food impaction, which 
